because of typical symptoms and physical examination only. Method: A retrospective evaluation was performed of our database on the patients operated in the Miskolc Hand Surgery Center. The age of the patients, the time interval from the first symptoms, and the result of electroneurography (ENG) was registered. The subjective level of numbness and pain in the fingers was checked preoperatively and postoperatively at 1 week, and at 5 weeks later. For evaluation of the subjective symptoms, a Visual Analogue Scale (VAS) of 1 to 10 was used. Results: In the last year, there were 193 patients operated for carpal tunnel syndrome in our unit. In all, 30.5% of them was operated without any electrophysiological examination. Due to bilateral symptoms, and concomitant other hand disorders, we had to exclude 27 patients from the study. The mean age of the patients was 60.2 in the first group, and 56 in the second. The treatment was the same in all the cases: open carpal tunnel release without synovectomy. The time interval between the first symptoms and the operation was 6 months to 1 year in average for both groups. The preoperative daytime numbness in the fingers was 6.31 VAS points for the patients operated without ENG and 5.63 in the other group. Night pain was 5.8 and 5.5 in the groups. Postoperatively the changes in the daytime numbness was 3.0 VAS points for the group without ENG, and 3.3 VAS points without ENG after 1 week, and 0.2 more points decrement was registered for both groups 5 weeks later. The night pain has decreased to 1.5 points right after the operation regardless of the preoperative ENG result. The overall satisfaction rate of the patients at the 6-weeks control was 9.0 points for the first group, and 8.9 for the second group. Conclusion: The 2 groups of patients turned out to be homologue. There was no significant difference in the preoperative registered data. Postoperatively the tendency of the decreasing daytime numbness and the disappearing night pain was about the same. As the patient's satisfaction rate was the same in the 2 groups, we can conclude that if the anamnestic information and the physiological examination are typical for carpal tunnel syndrome, the electrophysiological examination is not mandatory for the decision making.
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Ultrasound-guided Hydrodissection for Severe Carpal Tunnel Treatment
Francisco Javier Ferreira 1,2 and Juan Gonzalez Del Pino 2 1 Hospital Universitario De Guadalajara, Spain 2 Hospital Nuestra Señora Del Rosario, Madrid, Spain Aims: The main aim of the present study was to assess the clinical outcome after ultrasound-guided hydrodissection and triamcinolone injection into the carpal tunnel in patients with severe carpal tunnel syndrome. Materials and Method: Participants-The prospective study design of the present observational investigation measured the therapeutic effect of ultrasound-guided hydrodissection and corticosteroid injection of the carpal tunnel in 36 consecutive participants with carpal tunnel syndrome, following American Academy of Neurology (AAN) clinical criteria, and classified as severe in the baseline neurophysiological study. Each participant completed the Boston and Disabilities of the Arm, Shoulder and Hand (DASH) questionnaires and underwent median motor and sensory nerve conduction studies (NCS) at baseline and 6 months after injection. Median nerve ultrasonography was assessed at baseline (prior to steroid injection) and at 3 and 6 months after injection. The ultrasound examination included measurement of the median nerve cross-sectional area at the distal wrist crease (DWC) and 12 cm proximal to calculate the wrist-to-forearm median nerve area ratio. Injection-At the initial visit, an ultrasound-guided hydrodissection and steroid injection was performed. In all cases, a baseline electrical and ultrasonography measurements were recorded prior to the injection. Ultrasound imaging of the median nerve was done using an ultrasound device, with a 8.0 a 13 MHz linear-array transducer. We used a linear array transducer with a 8-13 Mhz frecuency range which is the standard for musculoskeletal ultrasound examination. A 21-gauge needle was used for 2 punctures. After proper disinfection of the volar aspect of the wrist, the entry point of the first puncture was located at the ulnar side of the wrist, as described by Smith et al. for the transverse ulnar (short-axis or axial) approach. For the sagittal (long-axis or sagittal) approach, the puncture was performed following the indications by Grassi et al. A combination of lidocaine (1 ml), 40 mg of triamcinolone acetonide (1 ml), and saline serum (9 ml) was injected into the area surrounding the median nerve. Statistical Analysis-Changes in the following variables were assessed at 3 and 6 months after the index procedure: Boston symptom and function scores, DASH score, median nerve motor and sensory latencies (converted to velocity for sensory studies), as well as the median nerve cross-sectional area. Results: The following mean baseline values were recorded: Boston score: 2.99, DASH score: 47.03, motor latency 5.74 ms, sensory velocity 25.52 m/s, DWC area of 13.93 mm 2 , wrist-to-forearm ratio (WFR) of 6.56 mm 2 . The following variables showed significant changes within treatment responder patients at 6 months follow-up: 26.8% improvement upon Boston score (P < .001), 39.9% upon DASH score (P = .006), 19.6% decrease at DWC area (P < .001), 19.6% decrease of the WFR (P = .001). Conclusions: Ultrasound-guided hydrodissection and corticosteroid injection of the carpal tunnel seems an effective treatment for severe carpal tunnel syndrome in the short-term, with a success rate estimated at 56% of the patients.
